Xanthogranuloma is a benign, self-limiting disease caused by proliferation of cutaneous histiocytes. It is predominantly a disease of infancy or early childhood. Lesions generally develop on the head, neck, and upper extremities and present in various sizes and numbers. Typically, they disappear in 5-6 years and do not require specific treatment \[[@B1]\]. Here, we report one case of adolescent xanthogranuloma on the nasal tip because xanthogranuloma is rare in adolescence.

A 14-year-old, male adolescent visited our dermatologic clinic for a mass-like lesion on the nose. This lesion had been developing for the past 2 months. The lesion was a circular, protruded papule with a diameter of 1 cm ([Fig. 1](#F1){ref-type="fig"}). The size of the lesion had gradually increased. There was no remarkable past medical or family history. A dermatologist performed the punch biopsy. The result of the biopsy was chronic active inflammation with granulation tissue formation, foreign body type-multinucleated giant cells, and a granulomatoid appearance. The dermatologist injected triamcinolone to the lesion twice but it had no effect. The patient was sent to the department of plastic surgery for surgical excision. For accurate diagnosis, we performed a shave biopsy with a \#15 blade. Histopathological findings were consistent with the diagnosis of xanthogranuloma. The dermis was infiltrated by a mixed population of lymphocytes, foamy macrophages (xanthoma cells), and scattered Touton giant cells (multinucleated giant cells) ([Fig. 2](#F2){ref-type="fig"}).

Xanthogranuloma is a self-limiting disease in most cases. Therefore, we decided to observe the patient regularly every 2 months in the outpatient clinic instead of performing an invasive surgical procedure such as a total excision. We sent the patient to a hematologist for the possibility of paraproteinemia and an ophthalmologist for the possibility of optic lesions. There were no abnormal findings. The lesion regressed slowly. Total regression with only a remnant scarlet lesion was observed at 5 months after mass development ([Fig. 3](#F3){ref-type="fig"}). At 11 months, the lesion had totally healed and only a small, postinflammatory hyperpigmentation remained ([Fig. 4](#F4){ref-type="fig"}).

The first case of xanthogranuloma was reported in 1905 by Adamson, who termed the entity \"congenital xanthoma multiplex\". Xanthogranuloma shows a bimodal distribution with lesions occurring in early childhood or during the late twenties or early thirties in adults. The histopathology is identical in both age groups; however, in adults, there is no specific area of occurrence and it usually presents as a single, asymmetrical lesion. Xanthogranuloma usually shows a higher male prevalence, although this may be variable according to the location of the lesion and age of the patient \[[@B2]\].

The pathophysiology of xanthogranuloma is not well understood. In previous reports, dermal dendrocytes were proposed as the cell of origin of xanthogranuloma. A recent report, however, suggested that plasmactyoid monocytes be considered the cell of origin of xanthogranuloma \[[@B3]\]. Nevertheless, these hypotheses have limitations in explaining the clinical features of xanthogranuloma, which usually develops in infants or children. Involvement of internal organs and tissues such as the lungs, bones, urogenital tract, gastrointestinal tract, pericardium, and orbit has been reported in about 20% of patients. Therefore, we sent the patient to a hematologist and an ophthalmologist.

In Korea, there are about fifteen reported cases of xanthogranuloma presenting in adults. Only two cases have been reported in adolescence. Adult xanthogranuloma shows a different clinical course from juvenile xanthogranuloma. Typically, it presents as a single persistent lesion in contrast to the juvenile type. It is difficult to predict a general tendency of xanthogranuloma in adolescence because it is rare. However, Hong and colleagues followed multiple xanthogranulomas in adolescence for 2 years. They found that the lesions regressed spontaneously \[[@B4]\].

Histologic analysis is essential for diagnosis of xanthogranuloma. The most characteristic finding is dermal infiltration by a mixed population of lymphocytes, foamy macrophages, and scattered Touton giant cells. The proportion of lymphocytes, foamy macrophages, and Touton giant cells varied from case to case. Immunohistochemistry can be helpful when differential diagnosis is needed. Kraus et al. \[[@B3]\] examined 27 cases of xanthogranuloma. The mononuclear and xanthoma cells and most of the Touton cells exhibited reactivity for fascin and CD68, although 26 of 27 were reactive for HLA-DR, 25 of 27 for factor XIIIa, 25 of 27 for CD45, and 21 of 27 for CD4. None of the cases showed reactivity for CD1a, CD3, CD21, CD34, or CD35 \[[@B3]\].

When the patient visited our clinic, we performed shave biopsy because we needed a more accurate diagnosis. Without an accurate diagnosis of xanthogranuloma, there is a greater chance of surgical excision. If surgical excision was performed, the patient would be left with a surgical scar and distortion of the nasal tip. Punch biopsy is very commonly used in the initial assessment of suspicious cutaneous lesions. Punch biopsy, however, is limited in diameter. It may not encompass the entire periphery of the lesion, preventing the pathologist from being able to assess key pathologic features such as symmetry, overall size, and circumscription. This partial sampling can lead to misdiagnosis. The most significant aesthetic problem of such a cutaneous mass is protrusion. Shave biopsy provides the advantage of partial removal without any extension of the lesion \[[@B5]\]. Therefore, we prefer shave biopsy over punch biopsy.

In conclusion, the clinical diagnosis of typical xanthogranuloma is easily made. However, as our case shows, xanthogranuloma can occasionally develop in an unexpected age group such as adolescents. For an accurate diagnosis, a histopathological examination is mandatory. This case illustrates a rare case of xanthogranuloma in adolescence, which was diagnosed based on histological findings, while invasive surgery, with its accompanying aesthetic compromise, was avoided.
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![Photograph of initial state of the mass (A). The lesion was a circular, protruded papule on the nasal tip, with a diameter of 1 cm (B). Close-up photograph.](aps-39-82-g001){#F1}

![Light micrographs of excised mass. The hematoxylin and eosin-stained section is a mixture of cytologically intense infiltration of histiocytes, lymphocytes, and multinucleated giant cells in the dermis. Touton giant cell (black arrow) (H&E, ×400).](aps-39-82-g002){#F2}

![Photograph 5 months after the mass first developed. It had totally regressed and only a scarlet lesion remained.](aps-39-82-g003){#F3}

![Photograph at 11 months. It had almost totally healed, with only a small, postinflammatory hyperpigmented lesion remaining.](aps-39-82-g004){#F4}
